MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _.63;044313

DEPARTMENT OF PUDBLIC MEALTH AND WELFARE

. . . a - STATE FILE NUMBER
DO NOT WRITE AMENDED Ragistration Distrlet l\_lo. - __T.L%tlmarv Registration Diytrict No/__?‘____lhgimur': Ne. __5918
ON THIS STUB ] 11 . |

. |_'m|¥6795“" 2, USUAL RESIDENCE {Where deceased lived. If institution: Residence Lefora

a. COUNTY Jackson a. ST”EKBDSBS b, coumwyand otte admixsion)

b. C‘_—I,'I"l‘lr (If outside corporsate limits, glva TOWNSHIP anly) Length of stay in 1b . CITY Inside Limirn

OR
TOWN EDSES Gjtv W]EE TOWN KE]: SE C]i Ya-*‘_l Ne O
c. FULL NAME OF (1f NOT in hospiral, glve location) Insida Limirs d. STREET {If cutsMe, give location) Reside on Farm

HOSPITAL OR

INSTITUTION St. M&ry"s Hospital Yes (X No[J ADDRESS 1508 North 9th St Yes O NeyOl

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar

(Typa or print) OF )
Farl rotter DEATH 0 30 1963

5. SEX 6. COLOR OR RACE 7. Married [ Never Merried X) |8, DATE OF BIRTH | 7= AGE [(last birthday) | IF UNDER T YEAR _IF UNDER T4 HR

| Negro | "D owwiD |Jyly-3041926 37 [*™] D] ren]

10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY

V5 300
Rev. 4/ 59

DATE AMENDED

10a. USUAL OCCUPATION

during $o:;‘?lfiw;r:;ng life, even if retired) Beth&ny HOSp . I,a . U .S 'A .

13a. FATHER'S NAME ™ 13b. MOTHER'S MAIDEN MAME 14. NAME OF HUSBAND OR WIFE

reendd Tratter | Hlizaboth ==
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 15, N ‘go'%ﬁgm Address
Ora Lee lLewis 2117 E. 38

18. CAUSE CF DEATH {Enter only cne cause per n 5 - INTERVAL BETWE
PART |. DEATH WAS CAUSED BY: ON EAND DEAMO
IMMEDIATE CAUSE {a) ~PTP

{Yes, no, or unknown}| (if yes, give war or dates of
— 3

DOCUMENT

Conditions, 1f any, DUE TQ {b)
which gave rize to
above cause ({(a),
stating the under-
Iying cause last. DUE TC (o)

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the terminal PART 11l. If decessed wes female wes
diseare candition given in PART | [a) there a pregnancy in last 90 days.

[D Yes O Neo | O Unknown

19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART 1) of Item 18.)
PERF a (=] O .

- YES No(Qd |- -~

0. TIME OF _Heuf  Month, Day, Tear |
INJURY  a.m. )
pem. Y

20d. INJURY OCCURRED 20u. PLACE OF INJURY [e.g. in or about home, | 20f. CITY, TOWN, OR LOCATION
Y WHILE AT WORK [] farm, factory, stresl, office bldg., arc.)
NOT WHILE AT WORK [J -

21, I-a:randed the deceased from /i - /7 ;43 lu_,& ’.Mﬂd last saw :i':nalive on -/J’ 'zf'_ﬁ

4 A on the date stated above, and to the best of my knowledge, from the causes ataved.

Death occurred at
/%s %r % ] Z} 7/0;55 f 22c. DATE SIGNED
- fméf% Ao 3/ <3

BURIA | 23b. DATE Zic. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or conty) (State}

R‘"‘°"“‘é§’1"’" 11-2-63 Westlawn Cemetery ' |Kansas City = Kansas

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

Nathen W. Thatbher K.C.K.- fo-3/. 62 Rtoaie Lo 74

{Licansed Embalmer’s Staternent on Reverse Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

P

USE BLACK INK
R. WN1TOMAN yepiear cerniFication

TYPEWRITER RIBBON

SHOULD READ

P

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name. is recorded on the reverse side of this certificate was embalmed by me,

or by, Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmér. No. ‘3/ O:' G

.0 Address_mm

~

Note: The _above MUST BE- SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes-grounds for revacation of license). . . .o
If-embalmed by a STUDENT, he also shall sign in his OWN handwr:hng
e If this body is not embalmed fact 5hou|d be s0 staled above -

ERTSLE PN ¢ L L - B T




